
STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

REQUEST FOR OVERNIGHT DELIVERY

REQUESTING OFFICE _________________________________________________________________________________

REQUESTOR’S NAME ____________________________________________________

REQUESTED DELIVERY SERVICE/VENDOR, IF ANY ________________________________________________________

TELEPHONE NUMBER AT DELIVERY ADDRESS _____________________________________________________

IS SATURDAY DELIVERY NEEDED?     ■■   YES        ■■   NO

IS SIGNATURE REQUIRED AT DELIVERY?     ■■   YES        ■■   NO

IS INSURANCE REQUIRED? ■■   YES        ■■   NO

FOR MAILROOM USE ONLY

Tracking Number: ____________________

IF INSURANCE IS REQUIRED, WHAT IS THE DECLARED VALUE? ____________________________________________

COMPANY/AGENCY NAME _______________________________________________________________________

DELIVERY ADDRESS INFORMATION:

CITY ____________________________________    STATE ________________    ZIP ________________________

TELEPHONE NUMBER ________________________________________ MAIL STATION ________________________

PCA CODE ______________________INDEX CODE _____________________

DATE ____________________

GEN 1328 (2/00)

ATTENTION TO _________________________________________________________________________________

DELIVERY STREET ADDRESS ____________________________________________________________________

SUITE/ROOM __________________________________________________________________________________
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